The current health care environment calls for the most efficient and effective practice models Jim went back to the team to prepare them to greet Andre.
The speech and language and occupational therapy students quickly prepared a picture schedule for Andre to provide him with the safety of knowing how the day would proceed. The social work student set up the treatment room with a snack to provide some nurturing to Andre when he first arrived in the room. With the support of this invested and collaborative evaluation team, Andre worked through the developmental assessment portion of the day with many "sensory breaks" in the large gym to allow him to regulate himself for the next task. Through this assessment, the team was able to quantify Andre's current intellectual functioning deficits, speech and language skill challenges, and motor issues. The team was on its way to helping others understand the reasons for Andre's behavior.
In the afternoon, the staff social worker sat with Andre to complete a psychosocial interview.
The social worker first asked Andre to draw his family. Andre drew a large apple tree with a man and no one does any integration. I hated those reports because they just didn't say anything except, here's my part and I don't need to know anything else. But after meeting with this new team, I had a feeling that this would be different.
Dr. Henry:
We knew that we wanted to take this holistic perspective but weren't sure how it would look. When Ben and Yvette brought articles about interdiscliplinary practice to one of our first meetings, I thought wow, this might be how we are able to integrate all of the child's strengths and needs into a comprehensive understanding of the whole child.
Dr. Atchison: When I was asked if I was interested
in working on an assessment team for kids that had been abused, I wanted to learn how we could put the child in the middle and form a circle around the child to bring our knowledge and skills to the table to do what was best for the child. To me, that was best practice. The first day we met, our chemistry was just there. We had this comfort with the idea that we would leave our egos at the door. It wasn't about our professional development. It was about what can we do to provide service to these kids that need it. That to me was the theme from day one, the first hour we met. Everybody was in.
Dr. Henry: My experience up until we met was that we weren't meeting the needs of our kids. And that, I think, was the driving force. These were the most complex, vulnerable kids and their life decisions were being made based on a diagnosis. And that wasn't being made based on the whole child and how [his or her] brain had been affected by trauma. Dr. Hyter: Every student, every semester, says that they learned so much that they would like to figure out how to come back. If they can't come back to the CTAC, they want to figure out how they can do this as their job. It just changes everybody's perspective.
Dr. Atchison: But, there are sometimes challenges in working with an interprofessional team. We have seen that in the teams we have tried to train around the state and country. We were lucky that we quickly developed an easy flow. We were very comfortable in sharing our opinions and ideas without ever feeling disregarded; students see that.
How we treat each other. How we recognize the skills that our teammates bring. In my opinion, they walk away with increased confidence and a model of how to treat each other.
Dr. Sloane: It is not what you say, it is what you do. Lots of teams don't model the connectedness.
We love each other, it is very clear. From [a] student's perspective, I can't imagine having that when I was training. That was never the case in medical school! Dr. Henry: The other thing that we try to model for students is how to bring the head and heart together.
How do you connect that and model that, and how do we honor and give a space for the students to do that? To me, this work, I am a human being first, and I am not my role. I want to think, and I want to feel. The CTAC is a place where we are allowed to feel because this is so painful. If we don't keep our hearts open, the next week we won't be nearly as responsive to our children. Instead, if you don't allow yourself to feel and be supported by your teammates, you are going to protect yourself because it hurts. We are not afraid of the pain. I have learned and have tried to teach students that it is okay to feel, and that we all need others to help us get through. Also, for me, I have changed in this process. The kids are changing me. It is a reciprocal process. I see the world differently, I see myself differently. We contextualize around this as "we are all in this together." [This is] our motto. Dr. Hyter: Well, we have grown a lot, and that is good. Mostly. I try not to be an old fogie, and I don't want to hold the team back, but there always is a nostalgia for a time that was. I think we were more in synergy when we were smaller. I think that in order to do all the work we have done for our children, and in child welfare, growth was necessary. Otherwise, how could we have affected so many systems, so many people? But when we were small, we could sustain each other even with all of our different personality quirks. This is so much harder with so many people and so many quirks! One challenge has been to sustain our level of engagement. We all have the same level of respect for each other and love for each other. But, you know, things just change.
Dr
Dr. Henry: Yvette, you said it so well, and I obviously have some grief about changes, too. I think part of being successful is that it breeds opportunity. We have trained 10 centers of teams, gotten 11 million dollars in grant money, and served more than 37,000 kids. We have needed to change and grow to meet the needs of our communities and kids.
Ms. Black-Pond:
The challenge has been how do you move and transform a team that worked so well together as a small unit. Some things have needed to be different. I see the loss of some of that connectedness as [the] biggest challenge. There has been some crisis connected to that. But also opportunity. But what we did in our forties a lot of our staff are not prepared to do today. They are not at the same point in their profession that we were when we started. When we started, we were in a place where we all could take a huge risk.
Dr. Henry: And it was a risk for all of us. I want to emphasize that. We all took a huge risk because we believed we could make this work and make a difference. Everyone around this table took a significant risk. And I think that is really important.
We were really willing to do that to make it work.
What we have seen in other teams [is] they set up boundaries. They resist, or they can't give a part of themselves to this work. We have all done that.
We didn't have to do it, [not] one of us! It was not our job. But this work had meaning to us. Today, the synergy has shifted and we are trying to help others come together around our kids that need us to advocate for them.
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